Summary There has been considerable interest in how doctors break bad news, with calls from within the profession and from patients for doctors to improve their communication skills. In order to aid clinical training and assessment of the skills used in breaking bad news there is a need for a reliable, practical and valid, structured rating schedule. Such a rating schedule was compiled from agreed criteria in the literature. Video-taped recordings of simulated consultations breaking bad news were independently assessed by three raters using the schedule and compared to three experts who gave global ratings. The primary outcome measures were internal consistency of the schedule and level of agreement between raters. The internal consistency was high with a Cronbach's alpha of 0.93. Agreement between raters using the schedule was moderate to good. The majority of the variation in scores was due to the differences in skills demonstrated in the interviews. The agreement between raters not using the schedule was poor. The BAS provides a simple to use, reliable, and consistent rating schedule for assessing skills used in breaking bad news. It could be a valuable aid to teaching this difficult task.
Most doctors break bad news to patients as part of their clinical practice. This task is a frequent one for those involved in cancer care. How bad news is broken is important to cancer patients (Sell et al, 1993; Butow et al, 1996; Loge et al, 1997) . There is a wealth of published advice on how to break bad news with several areas of agreement on how to do it effectively (see Ptacek and Eberhardt (1996) for a detailed review of published opinion).
Current opinion on how to break bad news suggests the use of a patient-led agenda (Fallowfield, 1993; Buckman and Kasson, 1992; Maguire and Faulkner, 1988) . This is an interactive technique which involves first finding out what the patient currently knows, and then allowing the patient to control both the rate and amount of information delivery. The use of open questions and providing encouragement to the patient to ask questions are strategies that have been advocated to facilitate this process. Of key importance is the detection of important psychosocial factors both before and after the news is given such that the patient is encouraged to disclose feelings and concerns which are then explored by the health care professional.
There is empirical evidence that such disclosure and exploration reduces patient anxiety during the consultation (Macleod, 1991) ; lessens the risk for subsequent anxiety and depression (Harrison et al, 1994) ; and enables health care professionals to help the patient resolve his concerns which also lessens the risk of developing an affective disorder (Parle et al, 1996) . Patients who ask questions and have them answered also demonstrate better adjustment (Butow et al, 1995) . Coping theory (Lazarus, 1993) has been offered as an explanation of these phenomena (Parle et al, 1996, Ptacek and Eberhardt, 1996) . In this model, coping is mediated through the individual patient's cognitive appraisal of the severity of the bad news and his personal resources to cope with it. The use of the techniques outlined above make patient appraisals amenable to influence by the doctor, enabling him to positively influence patient coping outcomes.
Despite the acknowledged importance of this patient-centred approach, breaking bad news remains difficult in clinical practice, and several recent observational studies have highlighted deficiencies in doctors' skills in this area. Ford et al (1996) demonstrated low levels of patient centredness and psychological focus amongst their sample of British oncologists. Patients asked few questions and 60% of all utterances came from the doctor. Four and a half times more biomedical than psychosocial information was exchanged in the first consultation. Clinicians relied on the use of closed questions and where psychosocial issues were disclosed by patients these were not followed up in the majority of cases. In a British surgical oncology setting, Burton and Parker (1997) found that when disclosing malignancy few surgeons enquired into any psychosocial aspects of the patient's experience. Eggly et al (1997) , studying US junior doctors (residents), concluded that they were sub-standard in those elements that measured patient centredness. In addition to these observational studies, surveys of both senior and junior doctors have demonstrated a subjective awareness of the problem. Girgis et al (1997) surveyed a sample of Australian surgeons of whom 80% indicated a need for formal training and 13% identifying themselves as lacking in competence in breaking bad news. In a large UK postal survey, Gillard et al (1993) found that 54% of houseofficers (interns) felt that they had not received adequate training on breaking bad news.
The development of a structured rating schedule (the BAS) to assess skills in breaking bad news All doctors have been urged to improve their communication skills (Stewart, 1995; Fallowfield, 1995; G. MC, 1993) . A recent report from the Royal College of Physicians indicates that poor communication was the main cause of complaints about doctors (Royal College of Physicians, 1997) . There is current interest in improving the communication skills of both under-and post-graduate doctors, since doctors who have not undergone specific training on how to give information are poor at doing so (Maguire et al, 1986a) . However, inconsistencies may arise in teaching because, without structured guidance, experienced clinicians are unreliable when assessing clinical skills (Noel et al, 1992) . Interrater reliability has been highlighted as particularly poor in the assessment of interviewing skills (Kalet et al, 1992) , students have been scored on the basis of their liability rather than by specific behavioural skills they demonstrate. As a consequence, the ability of assessors to provide specific feedback on behaviour may be limited. The problem has been highlighted by Garg and colleagues (Garg et al, 1997) who have developed an educational programme for medical students specifically aimed at teaching how to break bad news. Although this course has been well-received by the participants over a 10-year period, the authors have not been able to draw any conclusions about the students' performance due to the lack of an adequate and validated method of assessment.
The aim of the research described in this paper was to develop a standardized way of assessing the communication skills necessary to break bad news effectively. There are three main purposes for such an assessment method: first, to assess the overall competence of individuals; second, to identify areas where skills are deficient; and third, to evaluate the effectiveness of training. Such an assessment must be effective over a wide range of different clinical abilities and problems, and be simple and relatively brief. We present here the development of such an assessment tool: the Breaking bad news Assessment Schedule (BAS, Appendix 1).
MATERIALS AND METHODS

Development of the rating scale
This was a two-stage process: first the content of the BAS was identified, and second the format of the BAS was decided.
In order to identify the key elements of the breaking bad news interview to be included in the rating scale, a literature search was undertaken using the MEDLINE and PSYCHLIT databases. Using the term 'bad news' as the descriptor, with 'English language articles' as a limiter, we searched databases back to 1966. A total of 281 references were initially identified. This number reduced to 79 when titles and abstracts were studied in order to select those relevant and to reject duplicate articles appearing on both databases.
Our intention was to identify the range of key behaviours which the authors of these works had suggested should be part of a bad news interview and which could be incorporated into an instrument designed to meet our aims. As noted by Ptacek and Eberhardt (1996) , little of the published work is empirical, being mainly opinion and comment. Consequently, we did not weight authors, suggestions as to the frequency with which they appeared in the literature. We incorporated suggestions from the papers on three criteria: one, the practicality of being used in the assessment instrument; two, of having been demonstrated to be effective empirically (see Introduction); and three, when authors, suggestions disagreed with each other, we used our judgement both as teachers and clinicians experienced in breaking bad news as a final arbiter for inclusion. The behaviour of having a relative present during the consultation, one behaviour recommended by some authors, does not appear in the BAS (although identifying social support does) because we wanted to develop an instrument which could be used using just one simulated patient. An item addressing this could be added to the BAS to assess a setting where a relative or simulated relative was present. Through this process we identified 81 key behaviours which were consistent with each other and could be used in a single breaking bad news interview. For the purposes of scoring, these behaviours were grouped into 23 elements which appear as questions in the final BAS scale (see Appendix 1 for details).
Once the content of the BAS was identified it remained constant through each of the stages of development. At each stage of development the authors held a workshop where three videotapes were rated independently (see below) to assess the format of the BAS. On the basis of these workshops, the style of the BAS evolved through four versions before the final, version was agreed upon. It was this version that was subjected to the psychometric testing detailed below. The first version was based on an algorithm, but this proved too complex to be practical. The second was a checklist for the presence of the behaviours identified in the literature search. This also proved impractical, both as the list was too long and 'box ticking' focussed the rater on the minutiae of the consultation which detracted from the ability to rate the consultation in a relatively short time. The third and subsequent versions were of the format demonstrated in the Appendix. Alterations to the format were then made to subsequent versions with a view to both simplifying its use and increasing inter-rater agreement. These changes took the form of: clarifying the language to reduce ambiguity and increase specificity; switching to a scale with variable anchor points in order to reduce the likelihood of repeated response sets and make the rater read and think about the questions on an individual basis; introducing a five-point Lickert-type scale to allow a mid point to avoid raters being forced into a false dichotemization; and ensuring a variable number of specific behavioural points under each question to emphasize their nature for guidance. These changes were sufficient to ensure that no items were removed because of unreliability between the authors.
Recruitment of subjects
Twenty-three health care professionals were recruited to simulate the role of the doctor (one nurse, one medical statistician, four medical students, seven senior house officers, four registrar and six consultants). They responded to either a letter or a poster approved by the Oxfordshire psychiatric research ethics committee. The purpose of a sample with such a range of clinical experience was to maximize the variety of the skills and experience in breaking bad news. This was required in order to ensure that the instrument would be effective over a wide range of abilities.
The use of simulated patients is well-established in teaching communication skills (Maguire et al 1986b; Cushing and Jones, 1995; Garg et al, 1997) . Performance of interviewers with simulated patients is similar to that seen with real patients; the main advantage is that their use avoids exposing patients to the wide range of abilities needed to test the instrument. Furthermore, the content of interviews can be standardized, simulators can take part in a repeated number of interviews and interviews can be arranged to suit educational or examination timetables. Posters asking for healthy volunteers were displayed in three Oxford teaching hospitals. Five subjects were recruited to simulate patients and selected to represent a range of ages and personal circumstances. These subjects were trained by the method previously described by Maguire et al (1986b) to play the role of a patient with a specific condition ( Table 1 ). The scenarios were written to ensure a range of types of bad news, including diagnosis, prognosis, side-effects of treatment, disease progression and no effective treatment. This was required in order to ensure the instrument would be effective over a range of situations experienced by cancer patients. Following training, each simulated patient was interviewed by one of us (SM) using the techniques to elicit cognitive appraisal (outlined in the Introduction) specific to each individual simulator. These appraisals were then condensed into a ten-item checklist (see Appendix 2) which was used by raters to assess skills in eliciting concerns (question 16 in the BAS)
Video-taped simulated breaking bad news scenarios
Each of the simulated doctors took part in one breaking bad news consultation with one of the simulated patients. The consultations were designed to mimic, as closely as possible, a real-life consultation in which the diagnosis of cancer or of recurrence was given to the patient. Consultations took place in a standardized room in which the simulated doctor was given the opportunity to rearrange the furniture. Five minutes were allowed to assimilate the relevant clinical information and a maximum of 15 min to conduct the consultation. After each interview, the participants were debriefed. Each of the simulated doctors was offered feedback on their performance. This took the form of an individual 1 h session watching the video with one of us (SM). The BAS was used to identify strengths and weaknesses of the performance and facilitate discussion. In turn, they gave feedback on the helpfulness of the BAS.
Twenty-three tapes were made in total, these were used for both the development of the rating scale and in the reliability studies.
Inter-rater reliability
For a rating scale to have a high degree of utility it should not require a prior degree of expert knowledge for its reliable use. Thus, for the purposes of evaluating the BAS, three health care professionals, none of whom had any experience in teaching communication skills, acted as raters (a registrar in oncology, a registrar in psychiatry; and an oncology clinical nurse specialist). They were given training in the use of the BAS. This consisted of two sessions, a total of 3 h, rating three videotaped interviews using the BAS. After each video, the individual item scores were compared and discussed with one of us (SM) to clarify the rating for problematic questions. Portions of the tape were replayed and re-rated again, following discussion, to ensure uniformity between raters scores. After this training, the three raters independently rated the remaining 20 videotaped consultations in random order. These ratings were completed within 5 min of watching each taped recording. Inter-rater reliability was examined by comparison of these ratings.
Comparison ratings
Three people experienced in teaching communication skills (two Fellows of the Royal College of Physicians, and a senior lecturer in medical ethics) independently rated the same 20 videotapes used in the inter-rater reliability study. They were informed that the videotapes were of a simulated interview in which bad news was broken and asked to carefully watch the tape and rate the performance of the simulated doctor in breaking bad news and conducting the interview. Each assessor was asked to give the simulated doctor a score between zero and 100 and to provide detailed written comments on the strengths and weaknesses of the consultation (these data were collected for purposes other than the aim of this paper and will be presented at a later date). These raters knew nothing of the content or structure of the BAS.
Statistical analyses
The statistical analyses were carried out using the Statistical Package for Social Sciences (SPSS) version 7.5. In order for the BAS to be used for purposes of assessing and examining students and doctors in the skills used in breaking bad news an overall score needs to be generated. The BAS asks a series of questions the answers from which can then be combined to give a single numerical value. For this to be valid, it is important that all questions measure the same thing. The questions should be consistent and scores for each question should correlate with each other. Internal consistency of the BAS was measured using Cronbach's alpha statistic (Bland and Altman, 1997) . This is a summary statistic which measures the overall correlation between the individual answers to questions and the total scores, with a value of 1 representing perfect correlation and O none.
Inter-rater reliability of the two groups of assessors was examined in two ways. First, the interviews were ranked by total scores and divided into quartiles. This was intended to mirror a situation where an assessment is used to divide skills levels into four categories (for example: outstanding, pass, borderline and fail), such as might be used in an examination. The weighted κ statistic ) was used to calculate the level of agreement between raters using these four categories. This is a simple measure of the extent to which agreement between raters is better than might be expected by chance, with a value of 0 representing only chance agreement and 1 perfect agreement. The weighted κ statistic does not provide data on the source of any disagreement.
Second, in order to investigate the sources of disagreement, the data were treated as continuous and an analysis on total scores was carried out. This took the form of an analysis of variance (ANOVA). This was used to calculate the Intraclass Correlation Coefficient (ICC), systematic bias, and random error, the principles of which are outlined below and described by . Variation in the total scores is made up from two sources: first, there is variation due to the quality of the interviews or the Where disagreement between raters occurs it can be further divided into two independent sources: systematic bias and random error. Systematic bias occurs when individual raters consistently record scores higher or lower relative to other assessors, the so-called 'Hawk and Dove' effect. A scale with narrowly defined objective criteria for measurement will allow less scope for systematic bias. Random error, as its name suggests, follows no pattern, either between or within individual raters. For any method of measurement to be valid, random error should account for only a small proportion of the variation.
RESULTS
The BAS
The final version of the BAS is shown as Appendix 1. The 81 desirable behaviours identified in the literature search were grouped together as guidance points to facilitate the answering of 23 questions. These questions represent key elements that could be used in an effective patient-centred consultation in which bad news was broken. They are grouped together into five sections that appear in the chronological order one would expect to see in an actual interview: setting the scene; breaking the news; eliciting concerns; information giving; and general considerations. This facilitates using the BAS whilst watching an interview. The content of the BAS is arranged so that each of the biological, psychological, and social aspects of the encounter is assessed in an integrated manner.
Ease of use of the BAS
Each of the three raters gave positive feedback overall on the BAS. They felt the language was clear, the Lickert-type scale was straightforward to use and the behavioural points under each question were helpful. Infrequently, raters experienced difficulty deciding between which number to give on individual questions. This was not associated with any particular questions or interviews. All were able to complete rating of the videotapes within 5 min of the time it took to watch them. Twenty-two of the 23 simulated doctors took up the offer of a feedback session on their performance. The BAS proved useful in identifying specific strengths and weaknesses of individual components of the interview. It received favourable comments from the subjects that were similar to those given by the raters. 
Internal consistency
The Cronbach's alpha score for the BAS was 0.93.
Inter-rater reliability
The total scores for each of the raters for all of the 20 videotaped consultations are shown in Figure 1A for those using the BAS and in Figure 1B for comparison raters. From comparison of these graphs it can be seen that scores given to the same interviews by raters using the BAS appear to agree more closely than those raters who did not use the BAS. For total scores, which have been ranked and divided into quartiles, the actual level of agreement between both set of raters as calculated using the weighted kappa statistic is shown in Table 2 . This shows that, for raters using the BAS, agreement was moderate to good and considerably greater than that which would be expected by chance whereas for comparison raters agreement was poor and little or nothing above that which would be expected by chance.
The values for the ICC, systematic bias and random error, calculated from the ANOVA, are given in Table 3 . Both groups of raters showed bias, although this accounted for less of the variance for the raters who used the BAS. Random error is seen to account for 64% of the amount of variance in the scores given by the raters not using the BAS, three times that for the BAS raters. This higher level of bias, and to a greater extent random error, lead to a low ICC for the non-BAS group, such that only 7% of the variation in scores given for the interviews is accounted for by variation of the content of the interviews. Sixty-two per cent of the variance seen in the scores given for the interviews by raters using the BAS was accounted for by variation in the content of the interviews. For both sets of raters the ICC values approximate to the values of categorical agreement calculated by the weighted κ. This is what would be expected if the assumption that the data could be treated as continuous was correct. This justifies the use of the ICC as a measure of agreement for these data.
DISCUSSION
In this paper we report the development of a structured method (the BAS) for rating professional skills at breaking bad news. The scale has proved easy to use and quick to apply to a videotape of such a consultation. The BAS has been used in two ways. First, to generate scores for individual components of the interview. This proved to be a useful tool in identifying strengths and weaknesses when we used it to give feedback on individual performances with simulated patients. Second, to provide a standardized score for the overall performance of an individual in a breaking bad news consultation. We used the BAS to evaluate the overall performance of a number of health care professionals simulating an interview in which bad news was given about cancer. The scale demonstrated a high degree of utility in that raters required minimum training and were able to rate whilst watching a 15-min consultation completing the task within 5 min of its ending. Interrater reliability was found to be moderate to good. Although some of the variation was due to rater bias, and random error, most of the difference, as one would hope, was accounted for by differences in skills demonstrated by the interviewers.
There are two further issues for scales of this kind. First, are they valid? Second, do they have an advantage over an unstructured global rating? The content of the scale, based upon areas of general agreement found in the literature, ensured a high degree of content validity. External validity, however, is difficult to measure because of the lack of a 'gold standard'. One approach to a 'gold standard' would be patients' own views on how they experience consultations. Building on the work presented here, a version of the BAS has been developed for patient use and is currently undergoing evaluation. A second approach to a 'gold standard' is to compare the BAS scores to the global ratings of experts. This approach is feasible if there is good agreement between the experts when rating interviews. However, the most prominent finding concerning the experts' assessments in this study was their lack of agreement. The ANOVA showed that there was very little contribution to the variance from the quality of the interviews themselves. Bias contributed almost a third of the variation, and well over half was due to random error. Thus, the assessments made by the experts in our study were unreliable. Although our sample was small it concurs with data from other studies involving assessment of consulting skills (Kalet et al, 1992; Noel et al, 1992) . It seems reasonable to conclude that unstructured global assessments are unreliable.
Breaking bad news is not a unitary construct. In the setting of cancer, bad news includes diverse communications with the patient. Initially, this may focus on the diagnosis and prognosis. Later, other issues such as disease progression, the effectiveness of treatment and the possibility of further treatment may predominate Older and more infirm patients may want less information (Casileth et al, 1980; Butow et al, 1996 Butow et al, , 1997 Hamajima et al, 1996) . Clearly, those giving bad news must adopt a flexible approach based on each individual's wishes and needs. The BAS has been designed to accommodate such an approach whilst avoiding the reliability problems of global assessments. Its performance seems good over five different clinical scenarios that might occur in an oncology clinic. We believe our data suggest the BAS is ready for evaluation in real clinical situations. This could be done by evaluating videotapes or observing actual consultations directly. A further version of the BAS that uses audiotapes has now been developed and is currently undergoing evaluation.
Several authors in the field argue the importance of the doctor's ability to handle the patient's emotions as a key skill (Ptacek and Eberhardt, 1996) . We agree that acknowledging and exploring the patient's emotional state is important. In the BAS we have integrated these factors with biological and social considerations within several questions (1, 3, 10, 7, 18 and 21) . This approach might not address the issue sufficiently directly and a future modification of the BAS to include specific questions wholly focused on emotional issues might be of value.
For many teaching programmes, the value of the BAS may be in identifying the specific strengths and weaknesses of the health professional or student to focus effective teaching. However, two further intended uses of this scale are to identify students, or qualified professionals, who had not reached a required standard in breaking bad news; and to evaluate the effectiveness of training programmes. For these purposes summing the individual element scores to generate an overall scores may help to identify relative overall competence. This approach would not be valid unless the scores from individual elements were consistent with each other. As the BAS has demonstrated the level of consistency (Cronbach's α = 0.93) necessary for scales used to make clinical decisions (Bland and Altman, 1997) . We believe the use of an overall score provides an effective basis for evaluating overall competence.
In conclusion, the BAS provides a reliable structured method for assessing skills in breaking bad news. It has three advantages over unstructured assessment by experts: first, it is much more reliable; second; it provides information on the different components of the breaking bad news consultation -potentially enabling strengths and weaknesses to be identified; and third, it is easy to teach to individuals who do not have any specific expertise. Further work is needed in establishing which components of the breaking bad news consultation are of importance to patients.
APPENDIX 1
Breaking bad news Assessment Schedule (BAS)
When marking please place a circle round the number which reflects the score you wish to give. The points below each question are for guidance only. When the doctor has delivered the diagnosis stop the tape and mark the first two sections before restarting and continuing to mark. A. Setting the scene: this section looks at whether the doctor facilitated an initial rapport before breaking the bad news. This can be done by providing an environment which allows private and comfortable communication, by the doctor introducing him/herself, and by the doctor showing an interest in the patient as an individual. B. Breaking the news: this section specifically focuses on whether the doctor was sensitive to this patient's perspective when he/she delivered the news (the establishment of rapport is scored in the above section). The amount of information to give each individual patient may vary depending on what the patient already knows. Individual patients may vary in the amount of information they wish to receive during this interview, and in the rate at which they assimilate the news. definitely 5 _ 4 _ 3 _ 2 _ 1 not at all Did the doctor • gently alert the patient to the fact that what followed was going to be important, before using any specific terms? • take the lead from the patient as to whether to speak or listen after introducing the news?
6. When delivering the news did the doctor allow the patient to decide the detail and language used?
definitely 5 _ 4 _ 3 _ 2 _ 1 not at all Did the doctor • begin by using non-specific lay terminology? • respond to the patients cues, or ask the patient if he or she wanted more detail, before becoming more specific? • check that the patient was satisfied with his/her own understanding of the terms used?
7. Did the doctor allow the patient to set the pace for the delivery of the news? E. General considerations: the following points relate to the interview as a whole.
16. How many of the patient's concerns from the attached list* were aired?
All ten 5 _ 4 _ 3 _ 2 _ 1 none at all • deal with painful issues sensitively?
• show flexibility and sensitivity to the patient's needs?
• avoid non sequitur?
• avoid using phrases that were inappropriate?
22. Did the doctor tailor the pace of the interview to suit the patient?
definitely 5 _ 4 _ 3 _ 2 _ 1 not at all.
Did the doctor
• let the patient speak without interruption?
• respond to the patient's cues regarding timing and delivery?
• deliver appropriate information when it was asked for?
• use pauses where appropriate to give the patient time to think and respond?
• check that the patient had finished with a topic before moving on to another? • mention the opportunity of further interviews to the patient?
• cover the important issues in this session?
• make a plan for future action?
• bring the interview to a conclusion?
APPENDIX 2
Sample concerns list for breast cancer patient
